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¥ STATE PLAN UNDER TITLE XiX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1A
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STATE: COMMONWEALTH OF PENNSYLVANIA Page 2aa
DESCRIPTIONS OF LIMITATIONS
SERVICE - LIMITATIONS

4.c. Family Planning Services and Supplies

.

5.a. Physician’s Services
furnished in office, patient's home, hospital,
skilled nursing intermediate care facility,
hospital emergency room, birth center, renal
dialysis facility (M.D. & D.O.)

Limitations on payment — Service must be under the
supervision of a physician.

(1) Payment will not be made for any medical
services, procedures, or pharmaceuticals related to
treating infertility.

Limitations on payment -- The following limits apply to
payment for compensable services:

1. Two (2) inpatient consultations per hospitalization.

2. Eyeglasses — one (1) full pair or two (2) lenses per
12 month period for persons referred by the County
Assistance Office or receiving eyeglasses under
the EPSDT Program.

3. The maximum allowable payment to a physician
per hospitalization per recipient is $1000 unless a
procedure provided during the hospitalization has a
fee which exceeds $1000, in which case that fee is
the maximum reimbursement for the period of
hospitalization.

4. The maximum allowable payment for outpatient
services to a physician per recipient per day is
$500 unless the outpatient procedure has a fee
which exceeds $500, in which case the fee is the
maximum reimbursement on a daily basis, for that
day only.

5. Payment will not be made for services provided to
more than two (2) persons during a visit to a
recipient’s home no matter how many others are
seen.

6. Vision examinations are limited to two per year.

7. Payment for two or more surgical, obstetrical or
anesthesia services performed by the same
physician is limited to 100% of the allowable fee for
the highest paying procedure and 25% of the
second highest paying procedure. No payment is
made for any additional procedures.

8. Payment for surgical, obstetrical and anesthesia
services include the inpatient preoperative and
antepartum care as well as all postoperative and
postpartum care in the hospital and outpatient visits
during the number of postoperative or postpartum
days specified for each procedure in the Medical
Assistance Program Fee Schedule. Additional
payment will be made for visits for treatment of
medical or surgical conditions if the diagnosis is
different and unrelated to the surgery.
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" STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1A

STATE: COMMONWEALTH OF PENNSYLVANIA
, DESCRIPTIONS OF LIMITATIONS

Page 2e

. SERVICE ‘LIMITATIONS
5.b. Medical and Surgical Services furnished by 3. Payment for two or more surgical procedures
a Dentist performed by the same dentist is limited to 100% of the
(continued) allowable fee for the highest procedure and 25% of the

6. Medical Care and any other type of remedial
care recognized under state law, furnished
by licensed practitioners within the scope of
their practice as defined by state law.

6.a. Podiatrists’ Services

second highest paying procedure.

Limitations on payment — The following limits apply to
payment for compensable service:

1. Payment for debridement and treatment of mycotic
nails is limited to one per month per recipient.

2. The maximum allowable payment to a podiatrist
per hospitalization per recipient is $1000 unless a
procedure provided during the hospitalization has a
fee which exceeds $1000, in which case that fee is
the maximum reimbursement for the period of
hospitalization.

3. The maximum allowable payment to a podiatrist for
outpatient services per recipient during one day is
$500 unless the outpatient procedure has a fee
which exceeds $500, in which case the fee is the
maximum reimbursement on a daily basis, for that
day only.

4. Payment is limited to one (1) visit (e.g. office, home
inpatient care, or nursing facility) per recipient per
day per individual provider.

5. Payment for surgical services include the inpatient
preoperative care and all post operative care in the
hospital and outpatient visits during the number of
post-operative days specified for each procedure
code in the Medical Assistance Program Fee
Schedule. Additional payment will be made for
visits made for treatment of a medical or surgical
condition if the diagnosis is different and unrelated
to the surgery.

TN # 04-007
Supersedes
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